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What methods do you use in your prac-
tice to educate cataract patients about 
the benefits of multifocal and accom-
modating IOLs? 
—Topic prepared by R. Bruce Wallace III, MD

William J. Fishkind, md
I believe that premium IOLs must be discussed with 

every patient who is scheduled for cataract surgery. The 
exception to this rule is patients in whom a premium 
IOL is contraindicated. This broad approach is essential 
because, if a surgeon does not discuss all of the options 
with a patient, he or she may discover during a discus-
sion with a friend that a particular IOL was available 
but not offered. This undoubtedly will produce instan-
taneous conflict between the physician and patient.

I use the Epic System (Marco) to perform wavefront 
analysis, keratometry readings, and pupil-size analysis 
on all patients preoperatively. Based on the find-
ings, I ascertain if a premium IOL is indicated. If so, I 
offer each patient a monofocal, toric, or multifocal 
IOL. I offer limbal relaxing incisions if the cylinder is 
between 0.75 and 1.25 D. If the cylinder is greater than 
1.25 D, I offer a toric IOL. I offer a multifocal IOL to 
all patients and automatically perform limbal relaxing 
incisions when the cylinder is greater than 0.50 D.

I show patients a poster of enlarged monofocal, 
toric, and multifocal IOLs while I discuss the risks and 
benefits of each style of lens. I conscientiously discuss 
multifocal rings and halos, anticipated reading distance, 
and the risk of dissatisfaction with the visual outcome, 
which may necessitate explantation of the IOL and 
replacement with a monofocal IOL. I also review the 
cost of each treatment modality. Finally, I show patients 
an 8-minute video that highlights our discussion of the 
different IOLs. The video is a refinement of images from 
my practice’s library (Eyemaginations Inc.). 

Regardless of my efforts, I regularly see patients make 
decisions based on the cost of the procedure alone. 
They have difficulty understanding the sophistication 
of the various toric and multifocal treatments that are 
available.

James C. loden, md
Educating our patients about presbyopia-correcting 

IOLs is a multitiered process that begins on first con-
tact. When patients are scheduled for an evaluation for 
cataract surgery, we mail them an informational packet 
that includes a brochure about customized cataract 
surgery. Once the technician begins his or her workup, 
the patient must sign a form stating if he or she wishes 
to have topography performed to be considered for a 
customized cataract package. If the patient defers the 
charge of $75 per eye and wishes to undergo traditional 
cataract surgery with implantation of a monofocal IOL, 
the doctor and staff immediately know not to devote 
additional resources to counseling the patient. This 
approach has increased throughput and surgeons’ effi-
ciency in our practice. Fifty-five percent of our patients 
defer topography and the customized cataract package 
secondary to cost.

If the patient indicates on the form that he or she 
is interested in the customized cataract package, a 
premium-channel technician takes over the workup. This 
technician is trained and responsible for discussing the 
premium IOL.  It is also his or her responsibility to pro-
vide a premium customer service experience.

After pupillary dilation and all the tests are per-
formed, the doctor makes the final recommendations. 
Scheduling and detailed counseling are performed by 
our LASIK/premium IOL counselors. Animations offered 
by Eyemaginations Inc. are used to help set the patient’s 
expectations.  

In our practice, we expect a maximum conversion rate 
of 20% to a premium product based on financial restric-
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tions and the level of pathology present. I feel that it is 
the surgeon’s ethical responsibility not to “push” patients 
into a product that they may not be able to afford or 
may not be suited for based on ocular pathology. 

R. BRuCe WallaCe iii, md
Our new patient forms include a questionnaire that 

asks patients to rank their level of interest in reducing 
their need for spectacles. Those patients who are found 
to be candidates for cataract surgery are introduced 
to the option of multifocal IOLs during my discussion 
of the risks and potential benefits of cataract surgery. 
I discourage recommending and frequently decline to 
advocate multifocal IOLs for individuals with preexisting 
ocular conditions such as maculopathy, irregular astig-
matism, advanced glaucoma, and other ocular comor-
bidities. I encourage patients who are candidates for 
multifocal IOLs, and who have interest in reducing their 
dependence on spectacles, to consider this option. These 
patients then visit with a surgical counselor, who explains 
the multifocal IOLs in greater detail, including the out-of-
pocket expense. If they wish to proceed, they also speak 
with my associate Robert Crotty, OD, who has extensive 
experience with patients who have received multifocal 
lenses and who will likely observe these patients after 
their surgery.

RoBeRt J. WeinstoCk, md
In our practice, we use a full spectrum of tools to 

educate patients about refractive cataract surgery and 
premium IOLs. Our external marketing includes bill-
boards, an LED sign in front of our office, and monthly, 
live seminars about cataract surgery that are advertised 
in the local newspapers. The three-dimensional live 
surgery is extremely well received, because it allows 
patients to learn about and experience refractive 
cataract surgery in a fun and engaging way without 
commitment. After the seminar, we offer free cataract 
screenings and educate patients about the advanced 
technologies that we use such as three-dimensional 
image guidance, intraoperative aberrometry, and the 
femtosecond laser.

Internally, we have a lengthy brochure for patients to 
read while they are waiting that discusses all aspects of 
the cataract procedure, including astigmatic correction 
with the femtosecond laser and toric and presbyopia-
correcting implants. In addition, patient advocates 
discuss cataract surgery with patients and answer their 
questions in the waiting room. During the examination, 
dedicated cataract technicians further educate patients 
about the advantages of refractive cataract surgery. 

After I examine the patient, I usually make a rec-

ommendation for cataract surgery, astigmatic cor-
rection, and/or an accommodating IOL. I generally 
tell patients that this is what I would choose for 
my own or my parents’ eyes. I use a large model of 
the eye and a model implant as a visual aid to help 
patients understand the procedure. Of course, plenty 
of patients are better suited for a toric or multifo-
cal IOL, and some are better served by traditional 
surgery with a monofocal implant, which is discussed 
with the patient and offered. I try not to discuss 
money but rather focus on what is best for the 
patient’s eyes and his or her quality of life. After the 
examination is complete, a surgery counselor meets 
with the patient, reviews the doctor’s recommenda-
tion, answers questions, discusses pricing, and sched-
ules the surgery. n
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